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STATEMENT OF THE CHAIRMAN

The 1999-2004 Texas State Health Plan was the state’s initial fundamental health workforce
planning document. It was developed by the Statewide Health Coordinating Council (SHCC) in
1998 and envisioned a Texas in which all citizens were able to achieve their maximum health
potential. However, ten years later, due to a myriad of factors and circumstances, Texas
continues to be challenged to meet its current health care workforce needs and the anticipated
needs for future generations.

Because of these challenges, SHCC members felt that it was necessary to consider a new
approach in developing the 2005 — 2010 Texas State Health Plan. They chose to direct their
efforts toward the study and evaluation of non-traditional and innovative delivery models and the
mix of qualified health professionals that would be required for these models. This approach
was in contrast with earlier SHCC activities that involved evaluating the number and types of
health workers required to fulfill the requirements of the current traditional medical model.
SHCC followed the same new approach in the development of the 2009-2010 Texas State Health
Plan Update.

SHCC conducted an extensive assessment of health workforce issues that culminated in 2006
with the hosting of a Health Workforce and Health Information Technology Summit. In August
2008, SHCC continued this assessment by conducting a survey on the use of simulation centers
in the training of Texas health professionals. Both the summit and the simulation survey support
the need for fundamental system change within the health care delivery system, the method of
training utilized in the initial and continuing education of health professionals and the policy
environment that supports this type of training. Consequently, the 2009-2010 Texas State Health
Plan Update continues to focus on innovative approaches to the recruitment and retention of
health care professionals, the use of non-traditional models for their education and training, and
new approaches needed in the regulation of the Texas health care workforce.

SHCC is committed to the belief that a healthy Texas can be a productive Texas and envision a
Texas in which each person enjoys optimal health status, is informed, and is productive. We
continue to believe that the recommendations included in the 2009-2010 Texas State Health Plan
Update place Texas on the right track in preparing our state for its future.

/);« (o

Ben G. Raimer, M.D., Chairman
Texas Statewide Health Coordinating Council







Statewide Health Coordinating Council

Vision Statement

We envision a Texas in which all are able to achieve their maximum
health potential — A Texas in which:

e Prevention and education are the primary approaches for

achieving optimal health.
e All have equal access to quality health care.

e Local communities are empowered to plan and direct
interventions that have the greatest impact on the health of all.

e We, and future generations, are healthy, productive and able to

make informed decisions.

A Healthy Texas is a Productive Texas






2009 - 2010

TEXAS STATE HEALTH PLAN UPDATE
TEXAS STATEWIDE HEALTH COORDINATING COUNCIL

Name/City
Officers:

Ben G. Raimer, M.D.
Chair, Galveston

James A. Endicott, Jr., ].D.
1" Viice Chair, Harker Heights

David A. Valdez, M.D.
2" Viice Chair, San Antonio

Stacey Silverman, Ph.D.
Secretary, Austin

Membets:

Lourdes M. Cuellar, R.Ph.
Howuston

Rick Danko, Dr. P.H.
Austin

Karl Alonzo Floyd, M.Ed.
Stafford

Eric C. Ford, Ph.D., M.P.H.
Lubbock

Janie Martinez Gonzalez, B.A.

San Antonio

Don Henderson, B.A.
Austin

Ayeez A. Lalji, D.D.S.
Sugar Land

November 2008

Representing

University Representative

Public Member

HMO Representative

Texas Higher Education Coordinating Board

Hospital Representative

Texas Department of State Health Services

Health Care Professional

University Representative

Public Member

Texas Department of Aging & Disability Services

Public Member

vii



Elva Concha LeBlanc, Ph.D. Community College Representative

Fort Worth

Lorraine O’Donnell, Ph.D. Public Member

E/ Paso

Richard Madsen Smith, D.D.S. Health Care Professional

Houston

Tom Valentine, M.S. Texas Health and Human Services Commission
Austin

Vacant Health Care Professional

Vacant Nursing Representative

viii



SPECIAL THANKS TO FORMER
STATEWIDE HEALTH COORDINATING
COUNCIL MEMBERS
Joan Wood Biggerstaff
Jimmie Lee Mason
Thalia H. Munoz, M.S., R.N.

Patricia Starck, D.S.N., R.N.

Russell K. Tolman

STAFF SUPPORTING
THE STATEWIDE HEALTH
COORDINATING COUNCIL
Center for Health Statistics
Texas Department of State Health Services
Ramdas Menon, Ph.D. Director
Bruce Gunn, Ph.D., Manager, Health Provider Resource Branch
Brian King, B.A., Health Professions Resource Center
Aileen K. Kishi, Ph.D., RN, Texas Center for Nursing Workforce Studies
Carolyn Medina, M.S., MLIS, Medical Research Library
Michelle Kim, Center for Health Statistics

Bobby D. Schmidt, M.Ed., Statewide Health Coordinating Council






TABLE
OF CONTENTS

FOREWARD xvil
EXECUTIVE SUMMARY XIX

Section 1

White Paper — “How Can Texas Maximize the use of Regional Interdisciplinary
Simulation Centets in the Initial and Continuing Education of Texas Health
Professionals, While Supporting Innovative Educational Research and Promoting
Excellence in Health Professions Education, Patient Safety and Training
Assessment? — September 2008

Introduction

Simulation — What is it?

Survey of Simulation Centers in Medical, Dental, Pharmacy and Nursing

Schools 5
Impact Studies 7
Outcome Variable Measurement 7
Evidence-based Research 8
Policy Decision suggestions for the Enhancement of the Use of Simulation............. 9
Conclusion 9

Section 2

Promoting Excellence Through Healthcare Workforce Planning in Texas — 2007
Introduction 17
Medical Professions 20
Nursing Professions 34
Dental Professions 45
Allied Health Professions 48
Mental Health Professions 55
Notes 60
Appendix 61

Section 3

2009 — 2010 Texas State Health Plan Update Recommendations
General Workforce Recommendations 91
Nursing Workforce Recommendations 93
Primary Care Recommendations ...........ccccceeceerererniniernneninceiieeeneneceneennnns 94

Xi



Figure 1.
Figure 2.
Figure 3.

Figure 4.

Figure 5.

Figure 6.

Figure 7.

Figure 8.

Figure 9.

Figure 10.
Figure 11.

Figure 12.

Figure 13.

Figure 14.

Figure 15.

LIST OF
FIGURES

Border and Metropolitan Counties in Texas, 2007

DPC Physicians per 100,000 Populations: U.S. and Texas, 1981-2007 ..
PCPhysicians per 100,000 Population: U.S. and Texas, 1981-2007 .......
Internal Medicine Physicians per 100,000 Population: US. and Texas,

1981-2007

............

------------

Family Practice Physicians per 100,000 Population: U.S. and Texas,

1981-2007

PD Physicians per 100,000 Population: U.S. and Texas, 1985-2007.......

Ob/Gyn physicians per 100,000 Population: US. and Texas, 1985-2007.........

Physician Assistants per 100,000 Population: U.S. and Texas, 1989-

2007

Chiropractors per 100,000 Population: U.S. and Texas, 1980-2007........
Podiatrists per 100,000 Population: U.S. and Texas, 1981-2007 ...
Registered Nurses per 100,000 Population: U.S. and Texas, 1986-2007
Nurse Practitioners per 100,000 Population: U.S. and Texas, 1990-

2007

............

oooooooooooo

------------

Certified Nurse Midwives per 100,000 Females Ages 15-44: US. and

Texas, 1990-2007

Certified Registered Nurse Anesthetists per 100,000 Population, Texas

1990-2007 (national statistics not available, except for 2000)

Clinical Nurse Specialists per 100,000 Population, Texas, 1990-2007

(national statistics not available, except for 2000)

xii

19

21

23

27

28

29

30

32

33

35

41

42

43

43



Figure 16.

Figure 17.

Figure 18.

Figure 19.

Figure 20.

Figure 21.
Figure 22.
Figure 23.

Figure 24.

Figure 25.
Figure 26.
Figure 27.

Figure 28.

Licensed Vocational Nurses per 100,000 Population: U.S. and Texas, 1981-

2007 44
Dentists per 100,000 Population: US. and Texas, 1981 — 2007 ..........ooveeeurerresnees 46
Dental Hygienists per 100,000 Population: U.S. and Texas, 1981-2007............. 47

Medical Radiological Technologists per 100,000 Population: USS. and Texas,

1994 — 2007 49

Occupational Therapists per 100,000 Population: U.S. and Texas, 1990 —

2007 50
Optometrists per 100,000 Population: U.S. and Texas, 1977 — 2007 ...........coonees 51
Pharmacists per 100,000 Population: U.S. and Texas, 1978 — 2007 ccvvvesveererrrres 52

Physical Therapists per 100,000 Population: U.S. and Texas, 1977 — 2007 ....... 53

Respiratory Therapists per 100,000 Population: U.S. and Texas, 1991 —

2007 54
Psychiatrists per 100,000 Population, Texas 1987 — 2007 56
Psychologists per 100,000 Population: US. and Texas, 1999 — 2007 ...........ce. 57
Social Workers per 100,000 Population, Texas, 1993 — 2007 58

Licensed Professional Counselors per 100,000 Population, Texas, 2001-

2007 59

xiii



Ttem 1.

Ttem 2.

Ttem 3.

Ttem 4.

Item 5.

Ttem 6.

Item7.

Item 8.

Item 9.

Item 10.

Ttem 11.

Ttem 12.

Ttem 13.

Item 14.

Item 15.

Item 16.

Item 17.

Item 18.

Ttem 19.

Item 20.

Ttem 21.

Ttem 22.

Appendix — Health Workforce Data Fact Sheets, 2007

Direct Patient care Physician Fact Sheet

Primary Care Physician Fact Sheet

Physician Assistant Fact Sheet

Chiropractor Fact Sheet

Podiatnst Fact Sheet

Registered Nurse Fact Sheet

Nurse Practitioner Fact Sheet

Certified Nurse Midwife Fact Sheet

Certified Registered Nurse Anesthetist Fact Sheet

(linical Nurse Specialist Fact Sheet

Licensed Vocational Nurse Fact Sheet

Dentist Fact Sheet

Dental Hygienist Fact Sheet

Medical Radiologic Technologist Fact Sheet

Occupational Therapist Fact Sheet

Optometrist Fact Sheet

Pharmacist Fact Sheet

Physical Therapist Fact Sheet

Respiratory Care Practitioner Fact Sheet

Psychiatrist Fact Sheet

Psychologist Fact Sheet

Social Worker Fact Sheet

xiv

63

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84



Ttem 23.

Item 24.

Ttem 25.

Item 26.

Licensed Professional Counselor Fact Sheet

Federally Designated Primary Care Health Professional Shortage Areas in

Texas, January 2008

Federally Designated Dental Health Professional Shortage Areas in Texas,

January 2008

Federally Designated Mental Health Professional Shortage Areas in Texas,

January 2008

XV

85

86

87

88



Table 1.

Table 2.
Table 3.
Table 4.
Table 5.
Table 6.

Table 7.

LIST OF
TABLES

PC Physician Ratios for Non-metropolitan, Metropolitan, Border, and

Non-border Locations, Texas 2007 24
PCPhysicians by Primary Specialty and Practice location, Texas, 2007 ......uuuun... 25
PC Physicians by Primary Specialty and Gender, Texas, 2007 26
Race and Ethnicity Trends for PC Physicians, Texas, 1997 and 2007 ..........coouuun 26
Distribution of PAs by Gender and Race-Ethnicity, Texas, 2007 .........ccrmereens 31

Distribution of Actively Employed RINs in Texas by Position Type, 2007 ........ 36

Distribution of Active RNs in Texas by Their Work Area, 2007 ......cooeeccermssnceens 37

Xvi



Foreword

The Texas State Health Plan is prepared every six years and updated biennially. The plan
serves as a guide to help Texas decision makers formulate appropriate health policies and

programs.

The Texas Statewide Health Coordinating Council, a 17-member council with 13 members
appointed by the governor and four members representing specified state agencies, develops
the plan. The Texas Health Planning and Development Act, Chapter 104 of the Health and
Safety Code, is the enabling legislation for the Statewide Health Coordinating Council.
Under the authority of Chapter 104, the governor, with the consent of the senate, appoints
the 13 council members to staggered six-year terms. The heads of the four state agencies

serve on the council or designate an individual to serve on their behalf.

The broad purpose of the Statewide Health Coordinating Council is to ensure that health
care services and facilities are available to all Texans through health planning activities. Based
on these planning activities, the council makes recommendations to the governor and the
legislature through the Texas State Health Plan. The council provides overall guidance in the
development of the Texas State Health Plan, submission of the plan to the governor, and
promoting the implementation of the plan. The plan is due to the governor for adoption by
November 1 of each even-numbered year. Staff in the Center for Health Statistics, with
assistance from other program areas at the Texas Department of State Health Services,

supports the council’s activities.

The 75th Legislature amended Chapter 104 of the Health and Safety Code and focused the
council’s planning activities on the health professions workforce. The council produced the
1999-2004 Texas State Health Plan: Ensuring a Quality Health Care Workforce for Texas, which
was the fundamental plan for the previous six-year planning cycle. The 2005-2010 Texas
State Health Plan, which was presented to Governor Rick Perry in October of 2004, serves as
the initial document and fundamental plan for the current six-year planning cycle and once
again focuses on the Texas health workforce. For the purposes of this report, the 2005-2070
Texas State Health Plan is referenced as the State Health Plan.

The State Health Plan outlines Texas’ interests in issues concerning the workforce in the
health professions. The 2009 — 2010 Texas State Health Plan Update (2009-2010 Update) is the
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last biennial update to the State Health Plan. The plan includes three sections. Section One is
a White Paper entitled: How can Texas Maximize the use of Regional Interdisciplinary Simnlation
Centers in the Initial and Continuing Education of Texas Health Professionals, While Supporting
Innovative Educational Research and Promoting Excellence in Health Professions Education, Patient Safety
and Training Assessment?  Section Two is a report produced by the Health Professions
Resource Center, Center for Health Statistics, Texas Department of State Health Services
entitled: Promoting Excellence Through Healthcare Workforce Planning in Texas. Section Three is
the 2009-2010 Update recommendations for the General Workforce, the Nursing
Workforce and the Primary Care Workforce.

The 2009-2010 Update will be presented to the governor on October 31, 2008. Copies of the
plan will be distributed to state legislators, universities, licensing boards, professional
associations, and other interested parties and will be posted on the Web site at
http.//www.exasshcc.org or http://www.dshs.state tx.us/chs/shec/default.shtm. The Szare
Health Plan and the 2009-2010 Update will serve as two of the state’s fundamental documents

for information on the health professions and workforce planning. The plan and updates

include input from major stakeholders throughout the state, including professional
associations, state agencies, employers of health professionals, educators of health

professionals, and numerous other public and private entities.

Copies of the 2005-2010 Texas State Health Plan and the 2009 — 2010 Texas State Health Plan
Update can be downloaded from the Web site at httpy/ /www.TexasSHOC.org or at http://www.
dshs.state.tx.us/ chs/shcc/default.shtm. Printed copies of the documents are also availablk from the
Texas Department of State Health Services, Center for Health Statistics, at a cost of §20 per copy. To order
a document copy, call (512) 458-7261.
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Executive Summary

The workforce policy question the Statewide Health Coordinating Council (SHCQ
addressed in the 7999-2004 Texas State Health Plan: Ensuring a Quality Health Care Workforce for
Texas is whether or not the current and future supply of health care professionals in Texas
will be adequate to meet the current and future needs of the population. The 7999-2004
Texas State Health Plan was the state’s first fundamental health workforce-planning document

incorporating policy, research, and a strategic plan with goals, objectives and strategies.

In early 2003, the SHOC began to consider the approach it would take during the current
six-year planning cycle and the production of the 2005-2010 Texas State Health Plan. Due to
critical health workforce shortages and the challenges of changing demographics, the
members felt that it was necessary to take a step back and consider a slightly different
approach. Rather than continue to look only at the health workforce that would be required
to fulfill the current traditional medical model, the SHOC decided to research innovative
delivery models and the mix of health professionals required to ensure a quality health
workforce under a non-traditional delivery model. This model would focus on “wellness”

and on the implementation of evidence-based protocols.

In October 2004, the SHOC presented the 2005-2010 Texas State Health Plan to Governor
Rick Perry. This document, which presented innovative approaches to health workforce
planning for Texas, continues to serve as the fundamental health workforce strategic plan for
the state. 'The SHQOC incorporated numerous recommendations utilizing information
technology to ensure that Texas has a quality health care workforce for the present and

future.

Identification of Issues

In order to establish a basis for the development of the 2009-2070 Texas State Health Plan
Update (2009-2010 Update), an extensive assessment of issues concerning the health
workforce and the use of regional interdisciplinary simulation centers was conducted. The

SHCC chose to approach the last biennial update from two perspectives. First, they
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identified the most critical health workforce issues that remain unresolved from the previous
six-year planning cycle: ongoing and increasing workforce shortages across numerous health
professions, the demand for an expanded workforce required to care for a burgeoning aging
and disabled populations, and the critical nursing shortage. The second issue was to identify
ways in which regional interdisciplinary simulation centers could be used to support the
health care workforce. This would include an assessment of how simulation centers could
be used to prepare the current and future health professionals to practice safely and

effectively in a technology-rich environment.

Section 1 of the 2009-2010 Update will focus on a white paper that was written in response
to simulation center survey that was sent to the Texas medical, dental, pharmacy and nursing
programs in August 2008. The white paper is entitled, “How can Texas Maximize the use of
Regional Interdisciplinary Simulation Centers in the Initial and Continuing Education of
Texas Health Professionals, While Supporting Innovative Educational Research and
Promoting Excellence in Health Educational Research and Promoting Excellence in Health

Professions Education, Patient Safety and Training Assessment?”

Demographics

Changes in the rates and sources of population growth, increases in the non-Anglo
population, aging of the population, and change in the household composition of Texas
families are major demographic trends that will affect the future of health care delivery in
Texas. Using the US. Census count for 2000, 53.1 percent of the Texas population was
Anglo, 11.6 percent was Black, 32.0 percent was Hispanic, and 3.3 percent was Other. By
2004, it is estimated that those percentages changed in Texas to 49.9 percent Anglo, 11.4
percent Black, 34.9 percent Hispanic, and 3.8 percent Other. Based on the Texas State Data
Center’s population projection 1.0, in 2040 those numbers will be 23.9 percent Anglo, 8.0
percent Black, 59.2 percent Hispanic, and 8.8 percent Other.

Although minority populations are growing at a tremendous pace, they remain seriously
underrepresented in the health care professions. In Texas, while it is estimated that
Hispanics constitute 34.9 percent of the population, they make up only 8.5 percent of

registered nurses and only 11.2 percent of direct patient care physicians. Non-Hispanic
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African Americans are estimated to constitute 11.4 percent of the population, yet make up

only 7.6 percent of registered nurses and 4.3 percent of direct patient care physicians.’

The Texas population of those over age 65 is expected to double from 2000 to 2040. Other
sources project that this population will triple during this time frame. Health care for
persons over 65 is commonly projected to cost three times as much as for those under 65.
The aging of the population and the increase in the Hispanic population pose numerous
implications for the incidence of chronic disease. It is well documented that treatment for
chronic diseases is the most costly aspect of medical care. Some project that 90 percent of
Medicare expenditures are spent for the management of chronic disease. At the same time,

the incidence of chronic disease is increasing in all age groups due to the obesity epidemic.

Texas is the second-largest state in the United States, second only to California, and
continues to be the second-fastest growing state in population. Currently, about 22.8 million
people live in Texas. The Texas population is increasing at a rate roughly twice that of the
nation as a whole and is second only to California in population growth. Texas has the
distinction of having one of the fastest growing youth (18 and under) populations as well as
one of the fastest growing aging populations (60 and over). Forecasts predict that the Texas
population will reach 35.8 million by 2030.” The projected rates of growth in the youth and
elderly populations and in minority populations will result in increased demand for health
services. This increase in demand and the special health care needs of these populations
must be taken into consideration in the planning and preparation of the health care

workforce.!

Status of the Texas Health Wotkforce

Section 2 provides detailed information on health professions that are licensed in Texas. In
addition to reporting the supply of health professionals practicing in Texas in 2007 for each
of these professions, this report also shows the trends in the supply of the various providers
over the last two decades, and compares those trends with the national trends. While these
comparisons may not indicate whether or not Texas has a shortage of health professionals,
they do show where the supply of health professionals in Texas is above or below the
national average and whether the supply of those professionals in Texas and the United

xXi



States has been increasing or declining over the years. Additional information about the
individual professions is provided in Appendix B. Most of the data are presented as ratios
and reflect the number of providers per 100,000 population. This allows comparisons to be
made between areas with different populations, such as the United States and Texas or
metropolitan counties and non-metropolitan counties. The provider-per-population ratio is a
more accurate indicator of the supply of health providers in a given area than is the raw
number of health providers. The higher the ratio, the greater the supply of health

professionals available in an area for providing health care services.

Ratios are presented for Texas and the United States and for various geographic locations in
Texas: metropolitan and non-metropolitan counties, border and non-border counties. The
43-county border area was defined by the state legislature and a map of this area is provided
in Figure 2.1. The following is a summary of statistics presented in Chapter 2.

e Supply ratios vary according to geographic location:

o Metropolitan county ratios are higher than non-metropolitan county
ratios.

o Non-border county ratios are higher than border county ratios.

o Pharmacist ratios in non-metropolitan areas are decreasing more rapidly
than pharmacist ratios in metropolitan areas.

e Over the past decade, Texas supply ratios have differed from US. average ratios
as follows:

o PC physician ratios in the United States have consistently exceeded the
ratios of PC physicians in Texas; however, four years ago, the gap
between the two began to widen. Metropolitan ratios are considerably
larger than non-metropolitan ratios.

e Supply ratios for pediatricians per 100,000 children and internal
medicine physicians have been well below the United States
supply ratios over the past 20 years.

e Supply ratios for family practice physicians have been similar to

United States ratios.
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Registered Nurse (RN.) supply ratios in the United States have
consistently exceeded the supply ratios in Texas for the past 20 years and
will for the foreseeable future.

Licensed Vocational Nurse (L.VIN) ratios in the United States have
consistently been lower than the Texas ratios for the past 20 years. In
contrast with RN. ratios, L.V.N. ratios in non-metropolitan areas in
Texas are higher than ratios in metropolitan ratios.

Medical Radiologic Technician ratios were below United States average
ratios between 1994 and 2001; however, since that time Texas ratios have
been increasing faster than United States ratios.

The ratios for most of the other Texas-licensed health professions are
below the United States average ratios.

Dentist supply ratios in the United States have consistently exceeded the
supply ratios in Texas for the past 20 years and the numbers both in the
United States and Texas have remained virtually flat since 1998.
Pharmacist ratios in non-metropolitan areas have been lower than the
ratios in metropolitan areas for over 20 years. This gap is widening and
the supply of pharmacists in non-metropolitan areas appears to be
decreasing more rapidly than the supply in metropolitan areas.
Psychiatrist supply ratios have remained flat in Texas since 1998 and are

lower than in 1992.

Some counties in Texas have been chronically short of various health professions; other

counties have never had various types of professionals employed in their area and may not

have the population to support those professions. L.V.N. is the most widespread profession

throughout the state, with only seven of 254 counties having no providers from this

profession. In contrast, Certified Nurse-Midwife is the least widespread profession with 214

counties not having a representative from this profession.

As far as primary care providers are concerned, non-metropolitan areas have only 11 percent

of the state’s primary care physicians, but have 13.6 percent of the population. Metropolitan

areas have 89 percent of the primary care physicians, but only 86.4 percent of the

population. In addition, the growth rate of Nurse Practitioners (N.P.s) and Physician
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Assistants (P.A.s) in Texas has greatly exceeded the growth rate of primary care physicians.
Some of that increased growth rate of P.A.s can be attributed to their increased growth rate
in non-metropolitan areas, compared to the rate in metropolitan areas:
e NDP.s increased their supply ratios at a rate eight times faster than physicians (185
percent compared to 23 percent);
o D.As increased their supply ratios at a rate nine times faster than physicians (207

percent compared with 23 percent).

Recommendations Regarding the State Health Workforce Initiatives

Section 3 of the 2009-2010 Update will focus on the SHOC recommendations to the
legislature. Recommendations are suggested for the general worldorce, the nursing
workforce and the primary care workforce. The SHOC believes that recommendations
being made are essential to fulfill workforce goals and thereby ensure a quality workforce for

Texas.
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Notes

1. Eschbach, K., Projected Proportion of Population by Race/Ethnicity in Texas, 2000-
2040. Texas State Data Center data presented to the Texas Health Care Policy Council,
Austin, TX.

2. Brian King, Texas Department of State Health Services, Center for Health Statistics,
Health Professions Resource Center, data confirmed verbally to Bobby D. Schmidt,
M.Ed., September 30, 3008; Austin, TX.

3. Texas State Data Center, University of Texas at San Antonio, Website statistics.
Available online at: http://txsdc.utsa.edu .

4. Ibid.
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SECTION 1

WHITE PAPER

How Can Texas Maximize the Use of Regional
Interdisciplinary Simulation Centers in the Initial and
Continuing Education of Texas Health Professionals While
supporting Innovative Educational Research and Promoting
Excellence in Health Professions Education, Patient Safety
and Training Assessment?

A Paper Produced by the Statewide Health Coordinating Council

September 2008






White Paper: How can Texas Maximize the use of Regional Interdisciplinary Simulation Centers in the
Initial and Continuing Education of Texas Health Professionals, While Supporting Innovative Educational
Research and Promoting Excellence in Health Professions Education, Patient Safety and Training
Assessment?

Introduction

The broad purpose of the Statewide Health Coordinating Council (Council) is to ensure that
health care services and facilities are available to all Texans through health planning
activities. Based on these planning activities the Council makes recommendations to the
state leadership through the Texas State Health Plan. The State Health Plan outlines Texas’

interests in issues concerning the workforce in the health professions.

Texas is a major provider of medical and health education through its system of publicly
funded health science centers, universities and community and technical colleges. Texas is a
major purchaser of health care services through the state’s Medicaid program and other
public health care programs, as well as a provider of such services through its system of
publicly funded medical schools and hospitals. Texas has the responsibility for the health,

safety and welfare of its residents.

The Council’s charge has been expanded to also focus its planning activities on the health
professions worlforce. For the past decade the Council has studied trends in health
professions workforce needs in the state. To assess the needs of the Texas health
professions’ workforce, the Council’s first priority was to adopt standard terminology and to
encourage the adoption of systems that permit the inventory and tracking of workforce
trends. Rather than continue to look only at the health workforce that would be required to
fulfill the requirements of the current traditional medical model, the Council decided to
research and consider innovative delivery models and the mix of health professionals that
would be required to ensure a quality health workforce under a non-traditional delivery

model.

This report will provide additional information to the recommendations in the Texas State
Health Plan and will explore the use of regional interdisciplinary simulation centers in the

initial and continuing education of Texas health professionals, while supporting innovative



educational research and promoting excellence in health professions education, patient
safety, and training assessment. The Statewide Health Goordinating Council has partnered
with the Texas Health Care Policy Council, the Health Professions Resource Center, the
Texas Center for Nursing Workforce Studies Advisory Committee, and academic institutions
in medicine, dentistry, pharmacy and nursing to provide input and assess the information

regarding this issue.

Simulation — What is it?
Simulation is a training and feedback method in which learners practice tasks and processes
in lifelike situations using mannequins, or virtual reality, with feedback from instructors,

observers, peers, actor-patients, and video cameras to assist in the improvement of skills.

The potential applications for using simulation as an educational and assessment tool are
expanding as research begins to show promise for this valuable training tool. Simulation can
be used to improve clinical decision making and psychomotor skills. Simulation reduces
medical error through improved teamwork. Scenarios can be created to expose health
professionals to rare but critical clinical situations that may require specialized training.
Educators can reproduce the same curriculum or set of events for all students. Training can
be conducted in a setting that minimizes the time pressures of a clinical setting. Students are
able to make mistakes and learn from them without any risk to patients, and then use what
they have learned in real-life situations. Simulation allows the learner to review and practice

procedures as often as required to obtain proficiency without harming the patient.

Simulation centers enhance teaching-learning strategies by developing and maintaining
proficiency in five core areas. These are delivering patient-centered care, working as part of
interdisciplinary teams, practicing evidenced-based care, focusing on quality improvement,
and using information technology. Simulation centers are training and assessment centers
that include the following simulation technologies: standardized patients, electromechanical
human patient simulators, virtual reality programs/simulators, computer assisted instruction,

and telecommunication equipment to link laboratory to classroom.



Simulation centers are designed to replicate a clinical setting. The design can include areas or
sections for intensive care (trauma modules), obstetrics (birthing simulator),
medical/surgical, pediatrics, standardized patient room, apartment (homecare/community
based/mental health simulation), multipurpose classroom (conference/lecture/debriefing
area), computer classroom (virtual learning and computer assisted instruction program) and
simulation control rooms. Cost of the simulation center will vary according to design of the

facility and type of equipment purchased.

Survey of Simulation Centers in Texas Medical, Dental, Pharmacy and Nursing
Schools

On August 11, 2008, an electronic survey was sent by email to the deans or directors of the
medical, dental, pharmacy, and nursing schools in Texas requesting information about the
availability and use of clinical simulation centers, evidenced-based research on simulation
training and the cost of simulation training. The survey was sent to seven medical schools
with two responses, three dental schools with one response, six pharmacy schools with one

response, and seventy-five nursing schools with 45 responses.
The following information is a summary of the responses received.

Utilization: Of the institutions responding to the survey:
100% utilized the simulation center for the initial training of students

23% utilized the simulation center for continuing education of the graduates or others

33% utilized the simulation center for distant or web-based learning

13% utilized the simulation center for regional training

46% utilized the simulation center for interdisciplinary training (nursing/allied/Medical
students)

66% do not currently share the simulation center with other organizations or community

groups

Types of Equipment: Of the institutions responding to the survey:

16% use advanced patient simulators

14% use Computer generated scenarios



13% use simulated clinical environments
12% use IV catheter hand
10% use Partial task trainer

9% use simulated patient actors

9% use Video critique

7% use OB/ GYN

5% use Video procedure stations

Faculty/Student Ratio: Of the institutions responding to the survey
56% use 1 — 10 ratios
25% use 1-5 ratios

10% use 1 -20 ratios

Hours per week simulation center used with course instruction:
54% use 15 — 20 hours per week
18% use 25 — 30 hours per week
10% use 30 — 40 hours per week

8% use 20 — 25 hours per week
5% use 40 — 50 hours per week

2% use 50+ hours per week

Funding Source:
23% combination of public, private and grant funding

'15% public funding
12% private funding
12% Grant funding

Type of CGredentials of Faculty:
46% Graduate level

32% Baccalaureate level

17% Doctorate level



Annual Budget:
Range of $5,000 to $500,000

Anticipated Annual Equipment Cost (Maintain/Replace:
Range of $500 to $300,000

Square Footage of Simulation Center:
Range of 750 sq.ft. to 14,000 sq.ft.

Impact Studies:

Several impact studies or success measurements were reported by those institutions that
responded to the survey. These studies reveal that use of simulation in the training of health
professionals both regionally and locally have an enormous amount of influence on the
retention of what they have learned. These include:

e A study where a control group use of simulation for 50 percent of the clinical
training — these students performed as well or better than students with traditional
clinical training on standardized tests.

e Students have reported and faculty has verified that students are much more
confident as they go to clinical rotations after simulation labs.

e There is a positive correlation between simulation use and clinical performance.

e Faculty and students report a faster adaptation to clinical care.

e A study on using simulations in lieu of 50 percent of clinical training produced
statistical results that indicated as good or better student outcomes with 50 percent
simulations than with 100 percent traditional training

e A study that demonstrated simulation resulted in a higher student critical and
reflective thinking.

Outcome Variable Measurement (e.g., confidence, speed, accuracy, teamwork, etc.)

Institutions reported several outcome variables that are being measured.  These
measurements indicate that simulation training is allowing for a more proficient and

prepared graduate. These include:



e The retention rate attributed to simulation is 90 percent for the skills course.

e There is a greater confidence and competence in specific clinical skills.

e Confidence rates measured in student evaluations have positive results over 80
percent of the time.

e Accuracy rate measured in skills testing results in a passing grade over 95 percent of
the time.

e Faculty report that students have improved in critical clinical thinking skills.

o Teamwork, accuracy and confidence have all increased as a result of the simulation
lab.

o Faculty has measured an increase in skills confidence and clinical problem
identification.

e Students are more comfortable and confident with critical clinical thinking.

o Outcome results measured positively for realism, value of experence, critical

thinking, incorporation of theory and safe learning experience.

Evidenced-Based Research:

Several organizations have initiated evidence-based research projects. Evidence-based
research leads to best practices being incorporated into training programs and general and
specialty practice settings. Evidence-based research that was reported as either recent or
current research projects included:

e A study was done with generic AD and mobility students (licensed vocational nurses
that were upgrading to registered nurses). The quasi-experimental design showed
that there was no significant difference in performance. However, the students who
had simulation performed better than those who did not. The biggest stumbling
block to this regional simulation lab was scheduling of students. Many times evening
hours is the only time available.

e Improving resuscitation team response to inpatient critical events by simulation

e Elucidation of human factors involved in team performance and effectiveness in
critical clinical events and implementation into medical education, hospital

regulations and policies



Assessment of how simulation influences anxiety and confidence of health
professionals

Ob/Gyn boot camp using high fidelity human simulators: what is the role of
simulation in Ob/Gyn residents’ perceived competency, confidence in taking a
leadership role, and stress hardiness?

Development and validation of SimCom-T: an instrument for measuring medical
team communication as a unit during team training and assessment

Using simulation to teach clinical ethics, professionalism and cultural awareness to
undergraduate and graduate medical learners

Effects of simulation on residents’ self assessments of technical and non-technical

competencies

Policy Decision Suggestions for the Enhancement of the use of Simulation:

Many organizations suggested principles and/or opinions that could evolve into policy

statements or recommendations. These include:

There should be strategies for the sharing of faculty in regional interdisciplinary
simulation centers across the state.

There should be standardized faculty education related to the use of simulation.
There should be a defined statement of the percentage of clinical training and
simulated training that has been shown through evidence-based research to be the
most effective for health care professionals.

There should be evidenced-based, expert reviewed scenarios used in the simulation
process.

There should be increased funding for the health care professional team based
regional training programs that use advanced technology, such as simulation in their

training programs.

Conclusion

The education of the health professional workforce in Texas increasingly requires regional

interdisciplinary training. Regional simulation centers located in health science



centers, universities, community and junior colleges and hospitals provide students with
opportunities for self-directed and facilitated learning utilizing the latest educational
technology. This can be realized through academia coordination, collaborative and
innovative models of education, cooperation through the regionalization of simulation
centers and the commitment of partnerships that can bring about creative funding that

promotes excellence in health professions education, patient safety, and training assessment.
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INTRODUCTION

The importance of access to health care services cannot be overstated. Every person at some
point in life will need access to one or more health providers. However, access to these
providers could be adversely affected by factors beyond the person’s control, such as
provider acceptance of health plans, distance to the provider, and adequacy of the supply of
providers. By reporting on demographic trends and the supply and distribution of health
professionals by geographic region, researchers, legislators and state planners may better

understand and influence access to health care services by Texans.

Statistics

The data in this chapter and the Appendix describe trends in the supply and distribution of
various types of health care providers and compare these trends to national averages. The
statistics are presented as narratives, tables, graphs, and maps. Most of the data are presented
in the form of ratios: the number of providers in a given health profession divided by the
population of the area being evaluated, multiplied by 100,000. These ratios were used to
compare supply and distribution trends among various populations and areas over time.
High ratios indicate there are more providers who are available to serve the population in an
area; low ratios indicate there are not enough providers to serve the population. Although
ratios are simplistic measures of provider supply adequacy, they are good indicators that,
when observed over time, may be used to signal the need for conducting more extensive and

comprehensive workforce studies.

Data and sources

Supply data for Texas were collected from state licensing boards. All statistics in this report
were based on professionals who were actively practicing in Texas for a given year. The US.
supply data shown in the graphs were obtained from the U.S. Bureau of Health Professions
and some national professional organizations. US. data were not available for all
professions, and for many professions, the most current US. data available were not as
recent as the current Texas data. This is partially due to the fact that the US. Bureau of
Health Professions no longer collects these data. For Texas, there were also some years
where supply data were not available. The years for which actual data were used in this
report are indicated on the graphs by data markers. The supply ratios for providers in each
county for all available years may be found online at: http://www.dshs.state.tx.us/ CHS/

hpre/.
Texas population numbers used to calculate ratios were estimates provided by the Texas

State Data Center at The University of Texas at San Antonio (TXSDGC, http://txsdc.
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utsa.edu/). Population numbers for the census years 1990 and 2000 were actual counts. The
estimates for a given year may not necessarily match estimates in other reports or Web sites
because estimates are revised periodically by the TXSDC. The population data used for

national statistics were obtained from the U.S. Bureau of the Census.

The classification of counties as either metropolitan (77 counties) or non-metropolitan (177
counties) was based on reports from the US. Office of Management and Budget. The
identification of 32 Texas counties as border counties was based on Article 4 of the La Paz
Agreement between the United States and Mexico (1983) (see Figure 1). Previous State
Health Plans used the 43-county area for the border counties; therefore, the supply ratios for
the border counties cannot be directly compared to those of previous reports. For many of
the analyses presented in this chapter or the Appendix, the 254 counties were aggregated as
border metropolitan, non-border metropolitan, border non-metropolitan, and non-border
non-metropolitan counties. In 2007, 86.9 percent of the Texas population lived in
metropolitan counties and 13.1 percent in non-metropolitan counties. Also, 78.1 percent of
the state population lived in non-border metropolitan counties, 8.9 percent in border
metropolitan counties, 1.6 percent in border non-metropolitan counties, and 11.4 percent in
non-border non-metropolitan counties. Overall, 10.5 percent of the Texas population lived

in the 32-county border area.

Health Professional Shortage Areas (HPSAs)

The designation of a county as a Health Professional Shortage Area for primary medical
care, dental care, or mental health care indicates that the county has an inadequate number
of specific health providers to serve the population in the county. There are several
categories of HPSA designations: whole county, sub-county, facility, or special population.
The Texas Primary Care Office administers the federal HPSA program for Texas in
collaboration with the Health Professions Resource Center and the Shortage Designation
Branch, Health Resources and Services Administration, Bureau of Health Professions, US.
Department of Health and Human Services.

Lists of designated areas can be found at http://www.dshs.state.tx.us/ CHS/hprc/hpsa.

shtm. Detailed information about HPSA designations is presented for primary care
physicians, dentists, and psychiatrists in this chapter and the Appendix.
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Figure 1. Border and Metropolitan Counties in Texas, 2007.

[ ] Non-metropolitan (Rural)
| Metropolitan (Urban)

.

Border Counties (32)

2007 Population Statistics:

222 Non-Border Counties — 89.5 percent of total Texas Population
78.1 percent in metropolitan non-border counties
11.4 percent in non-metropolitan non-border counties

32 Border Counties — 10.5 percent of total Texas Population

8.9 percent in metropolitan border counties
1.6 percent in non-metropolitan border counties

Prepared by: Health Professions Resource Center, Center for Health Statistics,
Texas Department of State Health Services, October 4, 2007

19



MEDICAL PROFESSIONS

Physicians
o Direct patient care (DPQ)

Primary care (PG

Internal medicine

Pediatrics

Family practice/ medicine

Obstetrics and Gynecology (Ob/Gyn)
o Psychiatry — included in the section on Mental Health Professions

Physician Assistants

Chiropractors

Podiatrists

0 0 0 0 0O

DPC Physicians

The term DPC physician includes both allopathic and osteopathic physicians who are licensed
by the Texas Medical Board (TMB), but excludes physicians with a practice type of medical
teaching, administration, research, or “not-in-practice.” Other physicians who are excluded
from the supply of DPC physicians in this report are those physicians who are affiliated with
the federal government — including the armed forces, the Department of Veterans Affairs,
or the US. Public Health Service — and fellows or residents in training. DPC physicians
spend at least 50 percent of their time in the direct care of patients and are trained in one or

more of the 70+ “general” or “specialist” specialties.

The supply of DPC physicians increased between 1998 and 2007 by an average of 933 per
year. In August 2007, there were 37,177 DPC physicians actively practicing in Texas.
However, over the years, Texas has consistently lagged behind the U.S. average in the ratio
of DPC physician supply per 100,000 population, and the gap between the two appears to be
increasing (Figure 2). The DPC physician supply ratios in Texas were fairly constant
between 1981 and 1996. In 1997, the ratios for both metropolitan and non-metropolitan
counties began to increase; however, they began to stabilize and decrease slightly after 2003
(Appendix, item 1). Non-metropolitan counties in Texas have had much smaller supply

ratios than metropolitan counties throughout these two decades.
In 2007, there were 25 counties with no DPC physicians; and, there were four counties that

did not have a DPC physician in 1998, but had at least one in 2007. DPC ratios decreased in

104 counties between 1998 and 2007. In general, the counties with the highest ratios were
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those in Central or East Texas. The counties with lower ratios were generally located in the
32-county border area, West Texas, South Texas, and the Panhandle. Almost all of the
counties with no DPC physicians were in these areas. The median age of DPC physicians
was 49 years in 2007, compared with 48 years in 2000.

Figure 2. DPC Physicians per 100,000 Population: U.S. and Texas, 1981 to 2007.
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DPC Physicians per 100,000 Population

PC Physicians

The term PC physician includes physicians who are trained in one of six specialties of the
more than 70+ specialties included under the umbrella of DPC — family practice/family
medicine, general practice, internal medicine, obstetrics and/or gynecology, general
pediatrics, and geriatrics. Geriatrics was included as a primary care specialty starting in 2004,
at the request of the Bureau of Shortage Designation’s HPSA program. Of the 37,177 DPC
physicians in Texas in 2007, 16,120 were PC physicians, an increase of 13 percent over the
number practicing in Texas in 2000. In 2007, 13.0 percent of the over 23 million Texans
were located in the 177 non-metropolitan counties and 86.9 percent in the 77 metropolitan
counties. By comparison, only 10 percent of the PC physicians were practicing in non-
metropolitan counties and 90 percent in metropolitan counties. Twenty-seven of the state’s

254 counties had no PC physicians in 2007 and 19 counties had only one PC physician.
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Sources of PC physicians

In 2007, less than one-half (47.1 percent) of the PC physicians practicing in Texas were
trained in Texas schools. Supplementing this pool of Texas medical graduates were PC
physicians who received their training in other states (26.2 percent) or other countries (26.6
percent). Due to the size of this in-migrating PC physician supply, this external source of
physicians is very important to the health care delivery system in Texas.

Supply trends

The PC physician supply increased by an average of 372 physicians per year between 1998
and 2007. Although the state’s population also increased during this time, the PC physician
ratios remained in the range of 65 to 71. Compared to a national benchmark ratio of 60 to
80, Texas remained in the lower range of the national benchmark; in 1996, Texas was even
below the federal benchmark with a ratio of 59. The supply of PC physicians could be even
more marginal since some of the physicians listed in the 2007 database practice only part-
time. The total number of PC physicians available to some population groups could also be
lower than the supply totals would suggest because some PC physicians limit their practices
to paying or insured patients and others do not accept Medicaid patients. Thus, in some
areas of the state, the “effective” physician supply is probably less than simple supply ratios

would seem to indicate.

The PC physician average supply ratios in the U.S. (79.0 in 2000) have consistently exceeded
the supply ratios in Texas (69.7 in 2000) for the past 20 years (Figure 3). Several years ago,
the gap between the U.S. and Texas ratios began to widen, apparently due to stabilization in
the Texas supply ratios.

The ratios in metropolitan and non-metropolitan counties were fairly constant between 1983
and 1996, with the non-metropolitan ratios being considerably smaller than the metropolitan
ratios (Appendix, item 2). Beginning in 1997, the ratios in both areas began to increase;
however, the ratios in both the metropolitan counties and non-metropolitan counties
appeared to stabilize about six years ago. In 2007, 27 counties had no PC physicians; and,
five counties did not have a PC physician in 1998, but had at least one in 2007. In general,

the lowest supply ratios were associated with the 32 border counties, West Texas, and South
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Texas. Almost all of the counties with no PC physicians were in these areas. The highest

ratios were in Central or Fast Texas.

Figure 3. PC Physicians per 100,000 Population: U.S. and Texas, 19812007
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Location

In 2007, there were fewer PC physicians per 100,000 people in non-metropolitan counties
than in metropolitan counties. The ratio of 52.3 PC physicians per 100,000 population in
non-metropolitan locations was well below the national benchmark of 60 to 80; however,
the ratio in metropolitan areas (70.3) was in the mid-range of the national benchmark. This
difference between metropolitan and non-metropolitan locations has been observed for
years in Texas. The supply ratio also varied between border (50.7) and non-border areas (70),
and very low PC physician supply ratios were observed in non-metropolitan non-border
(54.5) and non-metropolitan border (36.1) locations (See Table 1).
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Table 1. PC Physician Ratios for Non-metropolitan, Metropolitan, Border, and Non-
border Locations, Texas, 2007

sospa

. ~ PC Physici Physicians Per
:1~"".‘3"5¢"j‘“min . | Population | 100,000 pop pulation
Statewide 23,728,510 67.9
Metropolitan border 2,106,965 533
Metropolitan non-border 18,523,380 722
Non-metropolitan border 382,252 36.1
Non-metropolitan non-border 2,715,913 54.5

Data Sources: Texas Medical Board, August 2007; Population data: Texas State Data Center, Population Estimates &
Projection Program, University of Texas at San Antorio.
Practice settings
In 2007, 36.7 percent of the PC physicians were employed in solo practices, 46.9 percent in
partnership or group practices, 12.4 percent in hospitals, and 1.1 percent in Health
Maintenance Organizations (HMOs). A small number of PC physicians (1.9 percent) did
not report their practice settings.

Primary care specialties

In 1991, 45 percent of the Direct Care Physicians were primary care physicians, and 55
percent were non-primary care specialists. In 2007, the ratio was 43.4 percent primary care
10 56.6 percent specialists. Three-fourths of the PC physicians in non-metropolitan counties
were either family practice/medicine physicians (51.6 percent) or imternal medicine
physicians (22.2 percent). However, in metropolitan counties, two-thirds of the PC
physicians were trained in family practice/ medicine (32.0 percent) or internal medicine (29.5

percent). See Table 2 for more information.
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Table 2. PC Physicians by Primary Speciaity and Practice Location, Texas, 2007

General Practice 735 81.2 18.8
Internal Medicine 4,640 92.3 77
General Pediatrics 2,959 94.8 52
Obstetrics and Gynecology 2,274 94.2 5.8
Geriatrics 31 96.8 32
Total Primary Care 16,120 90.0 10.0

Source: Texas Medical Board, 2007.

Age

The median age of PC physicians in 2005 was 48 years; in 2000 it was 46. Female physicians
tend to be younger, with a median age of 43, than male physicians, with a median age of 51.
The ages of PC physicians also differed based on whether the physicians were practicing in
non-metropolitan or metropolitan counties. The median age for PC physicians in
metropolitan counties was 48 years and, in non-metropolitan counties, 51 years. The median

ages for PC physicians in both the border and non-border counties were 48 years.

Gender

In 1997, 77.7 percent of the PC physicians were male; however, that percentage has steadily
decreased to 66.1 percent in 2007. In 2007, one-third of the PC physicians in metropolitan
and non-border counties (35.5 percent and 34.7 percent respectively) were female. However,
only 19.3 percent of the PC physicians in non-metropolitan counties and 24.7 percent in

border counties were female.

Male and female PC physicians also vary in their choice of a medical specialty. For example,
a greater percentage of female PC physicians report pediatrics as their primary specialty (28.8
percent) than do male PC physicians (13 percent) (Table 3). The two most prevalent
specialties in non-metropolitan counties, family practice and internal medicine (Table 2), are
not as well represented among female PC physicians (52.4 percent of females are practicing
in these two specialties) as among male PC physicians (68.1 percent).
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Table 3. PC Physlcnans by anaty Spec:alty and Gendet, Texas, 2007

Family Practice/ Medicine 5,480

General Practice 735 5 8 2.2

Internal Medicine 4,634 311 24.1
General Pediatrics 2,957 130 28.8
Obstetrics and Gynecology 2,273 13.0 16.3
Geriatrics 31 0.2 0.3

Total 16,110 100.0 100.0

Note: Excludes those records that did not report Gender (10 records)
Source: Texas Medical Board, 2007

Race-Ethnicity

In 2007, the majority (59.4 percent) of the state’s PC physicians were white, down from 71.7
percent in 1997 (Table 4). Although over a decade ago Hispanics made up the largest
minority population of PC physicians, Asian-Pacific Islanders were the largest by 1997, and
the gap between the two has continued to grow. The PC physician workforce that was non-
Hispanic African- American in 2007 was about 55 percent of the percentage of this group in
the general population, and the PC physician workforce that was Hispanic in 2007 was about
38 percent of the percentage of Hispanics in the general population.

Table 4. Race and Ethmcxty Trends for PC Phymc:ans, Texas, 1997 and 2007

White 717 57.9 59.4 47.3
Black 39 11.6 6.2 ' 113
Fhspanic 119 280 122 370
Asian / Pacific 123 19.9

Islander 24 41
American Indian / 02 ‘ 03

Alaskan Native :

Data sources: Texas Medical Board, 1997 and 2007; Texas population: Texas State Data Center

Internal Medicine (IM)
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In Figure 4, the supply of IM physicians in Texas is separated into Doctor of Osteopathy
(DO) and Medical Doctor (MD) trend lines because national data were not available for
DOs. As shown in the graph, the IM supply ratios for MDs in Texas have been lower than
the US. average ratios for the past two decades. The ratios for DOs have remained
stationary. The median age for IM physicians was 46 years in 2007, compared with 45 in
2000.

Figure 4. Internal Medicine Physicians per 100,000 Population, U.S. and Texas, 1981~
2007
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Family Practice/Medicine (FP)

The Texas Medical Association reports that in Texas, physicians are beginning to use the
term “family medicine” rather than “family practice.” As both terms are currently in use,
these data reflect those physicians who indicated either as their primary specialty. In Figure
5, the supply of FP physicians in Texas is separated into DO and MD trend lines because
national data were not available for DOs. Prior to 1992, the FP ratios in the United States
and Texas were about the same; however, after 1992, the gap between the US. average ratios
and the Texas ratios for FP physicians widened, with the Texas ratios consistently faﬂling
behind the US. ratios in magnitude. The FP ratios for MDs have increased about the same
as the ratios for DOs. The median age for FP physicians was 48 years in 2007, compared
with 46 years in 2000.
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Figuse 5. Family Practice Physicians per 100,000 Population, U.S. and Texas, 1981~
2007
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Pediatrics (PD)

In Figure 6, the supply of PD physicians in Texas is separated into DO and MD trend lines
because national data were not available for DOs. The PD supply ratios for MDs in Texas
per 100,000 children have been lower than the US. average ratios for the past two decades,
but have been increasing since the mid-"90s. The PD supply ratios for DOs have remained
fairly constant. The median age for PD physicians was 46 in 2007, compared with 45 in
2000.

Figure 6. PD Physicians per 100,000 Children (0-18 years), U.S. and Texas, 1985-2007
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Obstetrics and Gynecology (Ob/Gyn)
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Physicians may have a specialty of Gynecology only, Obstetrics only, or Obstetrics and
Gynecology. The data in this report reflect the total of those three specialties. In Figure 7,
the supply of Ob/Gyns in Texas is separated into DO and MD trend lines to be consistent
with previous graphs for FP, IM, and PD physicians. However, national Ob/Gyn supply
ratio trends were not available for this graph, although the national ratio in 2004 was 62.5.
Ob/Gyn supply ratios for MDs have decreased slightly recently after increasing for the past
two decades, but the ratios for DOs have remained fairly constant. The median age for
Ob/Gyns was 49 years in 2007, compared with 48 in 2000.

Figure 7. Ob/Gyn Physicians per 100,000 Females Ages 1544, Texas, 19852007
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HPSAs

PC physician ratios are the primary indicators used by the US. Department of Health and
Human Services to determine if geographic areas or population groups are experiencing
shortages of PC physicians and if they qualify as federal shortage areas. In January 2008, 72.8
percent of the counties in Texas had either whole (113) or partial-county/special population
(72) HPSA designations (Appendix, item 24). Forty-eight percent of the non-metropolitan
counties had “whole county” HPSA designations, and 59.4 percent of the border counties
had whole county designations. Most of the partial-county HPSA designations were located
in metropolitan counties. It should be noted that many of these federally designated PC
physician shortage areas are also experiencing shortages of other health professionals, such
as nurses, allied health professionals, and mental health providers.
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Physician Assistants (PAs)

According to the 2006 TMB licensure data, there were 3,862 PAs licensed to practice in
Texas; 89.4 percent of them practiced in metropolitan counties; 8.8 percent practiced in
border counties. The supply ratios of PAs per 100,000 population for the United States have
been consistently higher than the ratios for Texas (for example, 14.1 vs. 10.4 respectively, in
2000). Both the U.S. and Texas ratios have been rising at a comparable rate (Figure 8). The
ratios for the non-metropolitan areas were higher than those for the metropolitan areas from
1994 to 2002 (Appendix, item 3); however, the metropolitan areas have sustained a steady
increase since that time while the ratios for the non-metropolitan areas have fluctuated. In

2003, the ratios for the metropolitan areas surpassed those of the non-metropolitan areas.

Thirty counties that did not have a PA in 1997 had one or more in 2007. In 2007, there
were 62 counties with no PAs. The counties with the highest supply ratios were in West
Texas and the Panhandle, as were most of the counties that had no PAs. Over the past
decade, most of the counties with the greatest percent of increase in supply ratios have been
in West Texas and the Panhandle. Seventy-eight counties experienced a decrease in their
supply ratios during that time. In contrast with physicians, the average ratios in the border

and non-border counties were similar to each other.

Figure 8. Physician Assistants per 100,000 Population, U.S. and Texas, 19892007
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Age, gender, and race-ethnicity
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In 2007, three-fourths (74.5 percent) of the PAs were white, followed by Hispanic PAs at
13.5 percent of the total (Table 5). There were substantially more female PAs than male PAs
in 2007, a reversal from 2000, when males slightly outnumbered females, 50.4 percent to
49.6 percent, respectively. The median age of PAs in the state in 2007 was 40 years, down
from 41 years in 2000. The median age of PAs in non-metropolitan counties was several
years greater than the median age of PAs in metropolitan counties (46 years versus 39 years,
respectively). The median age of PAs in border counties was 38 years, 2 years more than that
of PAs in non-border counties. A disparity in age and gender exists among PAs based on
their practice location: 58.3 percent of the PAs in metropolitan counties were female, but
only 46.3 percent in non-metropolitan counties were female. In the border counties, 48.1
percent of the PAs were female, compared to 57.9 percent in the non-border counties.

Table 5. Distribution of PAs by Gender and Race-Ethnicity, Texas, 2007

Chatacterintie | g:;:zf:.:.;,;:z;:zz Vorale
430
Gender 57.0
White, not Hispanic 74.5
Black 5.6
Race-Ethnicity Hispanic 13.5
Asian-Pacific Islander 59
American Indian — Alaskan Native 0.6

Source: Texas Medical Board, 2007.

Chiropractors

There were 4,424 chiropractors in Texas in 2007. The supply ratio of chiropractors per
100,000 population in the US has consistently exceeded the supply ratios in Texas (Figure 9).
And, prior to the late 1980s, the ratio was higher in non-metropolitan counties than in
metropolitan counties (Appendix, item 4). Since that time, the ratios for chiropractors in
metropolitan counties have greatly increased and have exceeded the rates for non-
metropolitan counties. In 2007, there were 76 counties in the state that did not have a
chiropractor. Thirteen counties that did not have a chiropractor in 1999 had at least one in
2007. However, 13 counties that had chiropractors in 1999 had no chiropractors in 2005.
The highest supply ratios were concentrated in the central part of the state, and also around
Dallas and Houston. The general trend appears to be a shift of chiropractors away from

non-metropolitan counties to metropolitan counties.
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Figure 9. Chiropractors per 100,000 Population, U.S. and Texas, 1980-2007
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